occurred in the extremities it differed in character and was beset with little pin-point papulovesicles which he (the speaker) had believed to be follicular in site tintil Dr. Adamson had shown him that they were not actually at the site of follicles. Most of the children shown by Dr. Barber had been washed habitually with one of the incriminated soaps. Dr. Dowling had said that these cases which they believed to be tuberculous had given a positive von Pirquet reaction. Could he tell them how many cases deemed to be non-tuberculous had been tested and what was the result?
occurred in the extremities it differed in character and was beset with little pin-point papulovesicles which he (the speaker) had believed to be follicular in site tintil Dr. Adamson had shown him that they were not actually at the site of follicles. Most of the children shown by Dr. Barber had been washed habitually with one of the incriminated soaps. Dr. Dowling had said that these cases which they believed to be tuberculous had given a positive von Pirquet reaction. Could he tell them how many cases deemed to be non-tuberculous had been tested and what was the result?
Dr. H. G. ADAMSON said he recognized these cases as of the same character as those which he (the speaker) had described in 1908 as " a form of chronic superficial dermatitis in circumscribed patches with symmetrical distribution, occurring in children." He (the speaker) had then discussed the diagnosis from " patchy eczema," eczema seborrhoicum, lichen scrofulosoruni, eczema scrofulosorum (Boeck), parapsoriasis (Broeq), and parakeratosis psoriasiformis (Broeq). He was interested in Dr. Barber's view that they were of tuberculous origin, though he (Dr. Adamson) still felt that they were of an independent origin. Histologically they were certainly different from lichen scrofulosorum and he had watched several cases for many years and none had shown tuberculous lesions of any sort. He was gratified to hear Dr. Dowling say that he regarded this affection as an entity.
Dr. DOWLING (in reply) said that he marked certain cases as characteristic, and they all turned out to be positive. He had investigated eight cases. Three others he regarded as doubtful, or as not the same thing, and the reaction in all three happened to be negative. A larger series was of course wanted.
Dr. J. H. SEQUEIRA (President) said that as some of the cases of presumed dermatitis scrofulosa were rapidly cured by light, it would be a useful control to submit the cases described by Dr. Adamson and Dr. Whitfield to light treatment.
Dr. BARBER (in reply) said he could not find Professor Boeck's original article; what he knew about Boeck's eczema scrofulosoruin he derived from hearsay and from text-books. The point made by Dr. Whitfield was a very good one: that one might expect to get much the sanle reaction after doing a von Pirquet or after a mosquito bite. But in the first case he saw the patch following the von Pirquet test was a large one and was typical of this eruption; there was also more inflammation a fortnight after than one would expect from merely scratching the skin. (Dr. WHITFIELD said he was not contending that these were not tuberculin reactions, but that tuberculin was not a poison except to a tuberculous patient, and to a normal person would cause no discomfort.) Dr. Whitfield had described the eruption as occurring on the trunk, whereas Dr. Adamson had said the eruption was rare on the trunk. He (the speaker) regarded it as an eezematoid reaction produced by sensitization of the epiderimlal cells to tuberculin, whereas lichen scrofulosorum was an acute follicular reaction. He recalled that Dr. Adamson had tested two of his cases for Calmette's reaction and in both cases the result had been negative.
Case of Confluent Lichen Nitidus. By H. W. BARBER, M.B. I AM showing this case because it differs considerably from my other cases of confluent lichen nitidus. When I first saw the patient I was for a few minutes in doubt as to whether the eruption was lichen nitidus or lichen planus, but decided on the former diagnosis, which has been confirmed by microscopical sections.
The patient, Mrs. R. W., aged 59, has had good health on the whole since childhood, except that she has for a long time suffered from asthma and bronchitis. The eruption began in June of last year, and was first noticed on the sole of the foot, the affected part being apparently scaly and fissured. This condition, however, had cleared up before she first came to my out-patient department, but I must remark here that on the palms and soles confluent lichen nitidus occurs, usually in the form of scaly, hyperkeratotiC, dry and fissured patches, which are apt to be mistaken for chronic patches of eczematous dermatitis. The rash then appeared on the legs and later on the arms. I have not seen her for a fortnight until to-day. At that time the distribution and characters of the eruption were as follows:-
Barber: Confluent Lichen Nitidus
Arms.-Antecubital foss&e, only a few faint discrete papules. Isolated papules on the wrists rather resembling those of lichen planus. Along the ulnar borders of the forearms, several confluent patches.
Legs and Thighs.-Here the eruption is more profuse, particularly on the anterior aspects of the legs. There are confluent lilac-coloured patches on the knees, and below these the eruption is composed of isolated papules closely aggregated and small confluent patches, some of which are slightly scaly. There is a confluent lilac-coloured patch on the dorsum of one foot.
Abdomen and Groins.-A few more typical discrete papules are present.
There are no lesions on the buccal mucous membrane. The eruption ;in this case differs from that seen in my previous cases of the confluent type in the colour of the lesions, which recalls that of lichen planus, being of a lilac or violet tinge. Moreover, the pityriasiform appearance of the confluent patches, so characteristic in my other cases, is absent. Histological Appearances.-I have shown serial sections from two biopsies, one made of a piece of skin including practically only one discrete papule, the other of a confluent patch. In the former the papule is seen as a more or less sharply circumscribed tuberculoid mass consisting of epithelioid cells and of round cells of the mononuclear type, which lie in between the epithelioid cells. In sections of the confluent patch there is a diffuse infiltration of the corium with the same types of cells, with here and there a giant cell, and it is difficult to distinguish the original little circumscribed granulomata composing it.
A very striking feature is the way in which the infiltrate eats into the overlying epidermis, the rete cells becoming disintegrated and coming to lie actually in the infiltrate among the epithelioid and mononuclear cells. Kyrle and McDonagh emphasized this feature very clearly in their paper on lichen nitidus. In the sections of a single papule the layers of rete cells above the granuloma, will be seen to be thinned, but there may be hyper-and parakeratosis of the horny layer; in the interpapillary downgrowths, however, there may be acanthosis. This acanthosis is strongly marked in some sections from the confluent patch. There is no doubt that the granuloma begins around a blood-vessel, and in serial section it is possible to trace the evolution of a papule from a small perivascular cell-infiltration to a fully-formed granuloma lying just beneath the epidermis.
Case of Basal-celled Carcinoma of the Back, following a Mole.
(Pagetoid Epithelioma of Darier.) By H. W. BARBER, M.B.
I HAD hoped to show to-day a case of Bowen's pre-cancerous dermatosis in an old woman who has a patch of about two years' duration on the front of one leg. I hope to show her at the next meeting. At first I was doubtful whether the lesion was Bowen's disease or a kind of granuloma pyogenicum, but eventually decided on the former, and microscopical sections confirm this. I have brought some of the sections here in order that they may be compared with those of the case of basalcelled carcinoma which I have shown to-day. This latter case I thought was also probably one of Bowen's dermatosis of an atypical kind, but the sections showed that I was wrong. The actual lesion, however, is clinically not unlike the patch in the case of Bowen's pre-cancerous dermatosis.
This patient is a married woman, aged 48, who was sent to me by Dr. Barbour, of Dulwich, suffering from a chronic lesion on the back, which did not yield to treatment. Her story is that in the area now occupied by the lesion, she had had a "mole" apparently since birth. Five years ago this was " rubbed off by her corset," leaving a sore place which would not heal; it apparently became for a. time secondarily infected and discharged pus. Various applications were tried without effect except that the lesion dried up. An interesting point which she has noticed is that at her menstrual periods it invariably became inflamed and oozed, only to dry up again after the period. In October last year, however, the lesion became permanently sore and moist.
At the present time the appearance of the lesion differs very considerably from that presented on her first visit to me. At that time the surface was moist and covered with small papillomatous projections, and the ouiter part was crusted, so that no definite rolled edge was visible. Now it is clinically, as well as microscopically, clearly a case of basal-colled carcinoma. It is a roughly oval patch situated on the back at a level with the right iliac crest. It is about 1d in. in length and 1 in. in breadth. At the periphery the characteristic rolled edge can be seen. The surface is now dry and covered partly by scales and partly by dried crusts; there is obvious atrophy in this central part.
It is particularly unfortunate that I was not able to show the case of Bowen's disease this afternoon, so that it might be compared with this case. The fact that I at first mistook the latter for one of Bowen's dermatosis will prove an argument for those who hold that no sharp line can be drawn between these various forms
